Objective: To define whether laparoscopic rebanding or Roux-en-Y gastric bypass represents the best approach for failed laparoscopic gastric banding in patients with morbid obesity. Summary Background Data: Countless laparoscopic gastric bandings have been implanted during the recent years worldwide. Despite excellent short-term results, long-term failures and complications have been reported in more than 20% of patients. Which rescue procedures should be used remains controversial. Therefore, we analyzed our experience with the use of laparoscopic rebanding versus laparoscopic Roux-en-Y gastric bypass after failed gastric banding. Methods: Using a prospectively collected database, we analyzed the feasibility, safety, and effectiveness of laparoscopic rebanding versus laparoscopic conversion to Roux-en-Y gastric bypass after failed laparoscopic gastric banding. Results: A total of 62 consecutive patients were treated in our institution between May 1995 and December 2002 for failed primary laparoscopic gastric banding, including 30 laparoscopic rebandings and 32 laparoscopic conversions to Roux-en-Y gastric bypass. Rebandings were preferably done during the initial period of the study and Roux-en-Y gastric bypass in the last period. Both groups were comparable before the initial banding procedures. At the time of redo surgery, patients receiving a gastric bypass had more esophageal dysmotility (47% vs. 7%, P ϭ 0.002) and higher body mass index (BMI) than those elected for rebanding procedures (BMI 42.0 vs. 38.4 kg/m 2 , P ϭ 0.015). Feasibility and safety: Each procedure was performed laparoscopically. Mean operating time was 215 minutes for gastric bypass and 173 minutes for rebanding (P ϭ 0.03). Early complications occurred in one case in the rebanding group and in 2 cases in the bypass group; all underwent a laparoscopic reexploration without the need for open surgery. There was no mortality in this series. Effectiveness: BMI in the gastric bypass group decreased from 42.0 to 31.8 kg/m 2 (P ϭ 0.02) within 1 year of surgery, while it remained unchanged in the rebanding group. Conclusions: Laparoscopic conversion to a gastric bypass as well as laparoscopic rebanding are feasible and safe. Conversion to gastric bypass offers a significant advantage in terms of further weight loss after surgery. Therefore, this procedure should be considered as the rescue therapy of choice after a failed laparoscopic gastric banding. (Ann Surg 2003;238: 827-834) 
Objective: To define whether laparoscopic rebanding or Roux-en-Y gastric bypass represents the best approach for failed laparoscopic gastric banding in patients with morbid obesity. Summary Background Data: Countless laparoscopic gastric bandings have been implanted during the recent years worldwide. Despite excellent short-term results, long-term failures and complications have been reported in more than 20% of patients. Which rescue procedures should be used remains controversial. Therefore, we analyzed our experience with the use of laparoscopic rebanding versus laparoscopic Roux-en-Y gastric bypass after failed gastric banding. Methods: Using a prospectively collected database, we analyzed the feasibility, safety, and effectiveness of laparoscopic rebanding versus laparoscopic conversion to Roux-en-Y gastric bypass after failed laparoscopic gastric banding. Results: A total of 62 consecutive patients were treated in our institution between May 1995 and December 2002 for failed primary laparoscopic gastric banding, including 30 laparoscopic rebandings and 32 laparoscopic conversions to Roux-en-Y gastric bypass. Rebandings were preferably done during the initial period of the study and Roux-en-Y gastric bypass in the last period. Both groups were comparable before the initial banding procedures. At the time of redo surgery, patients receiving a gastric bypass had more esophageal dysmotility (47% vs. 7%, P ϭ 0.002) and higher body mass index (BMI) than those elected for rebanding procedures (BMI 42.0 vs. 38.4 kg/m 2 , P ϭ 0.015). Feasibility and safety: Each procedure was performed laparoscopically. Mean operating time was 215 minutes for gastric bypass and 173 minutes for rebanding (P ϭ 0.03). Early complications occurred in one case in the rebanding group and in 2 cases in the bypass group; all underwent a laparoscopic reexploration without the need for open surgery. There was no mortality in this series. Effectiveness: BMI in the gastric bypass group decreased from 42.0 to 31.8 kg/m 2 (P ϭ 0.02) within 1 year of surgery, while it remained unchanged in the rebanding group. Conclusions: Laparoscopic conversion to a gastric bypass as well as laparoscopic rebanding are feasible and safe. Conversion to gastric bypass offers a significant advantage in terms of further weight loss after surgery. Therefore, this procedure should be considered as the rescue therapy of choice after a failed laparoscopic gastric banding. T he prevalence of obesity has dramatically increased over the last decades and is currently reaching epidemic proportions. For example, 1 of 5 Americans is currently considered to be obese, 1, 2 and it has been estimated that 300,000 adults die of causes related to obesity each year in the United States. 3 Morbid obesity, defined as body mass index (BMI Ͼ40 kg/m 2 ), is associated with many diseases responsible for a high incidence of morbidity and mortality, and enormous health care costs. 4 A consensus conference organized by the National Institutes of Health has concluded that surgical therapies offer the best long-term approach for morbid obesity. 5 It has even been suggested that obesity surgery is the most effective treatment to cure type 2 diabetes. 6, 7 The development of a minimal invasive surgery has led to the revival of a number of surgical therapies for morbid obesity. For example, the laparoscopic gastric banding has gained wide popularity in many countries and has been recently approved by the Food and Drug Administration in the United States. 8 The success of laparoscopic gastric banding mainly relies on its simplicity as it represents the least invasive bariatric procedure with the potential of full reversibility. Several authors have reported good short-term outcomes with a reduction of the excessive weight of more than 50% in most patients over a 2-to 5-year period. 9, 10 However, increasing experience with laparoscopic gastric banding has shown a high incidence of long-term failures and complications. For example, band erosion, band slippage, and esophageal dilatation have been documented between 15% and 58% of the cases. [11] [12] [13] Most of these complications require reexploration. As more than 70,000 patients have received a gastric banding over the past decade worldwide, it can be predicted that we will see many patients requiring rescue procedures. 14 Currently, the most widely operation performed after a failed gastric banding procedure is the removal of the silicone band without replacement. While this approach usually effectively corrects the complications, it is associated with rapid recurrence or persistence of the obesity. 15 Laparoscopic gastric band repositioning or rebanding has been described as possible rescue therapy. 16 Only few data regarding these rescue procedures are available, but disappointing results have been already reported. 17 The laparoscopic or open conversion to a gastric bypass has also been proposed to enable effective control of obesity. 18, 19 The role of both approaches has been only evaluated in case reports 20 or in small series without comparative groups, 21, 22 and the safety of laparoscopy for this difficult operation has been often questioned. 23 Therefore, data are urgently needed to identify the best rescue therapy after failed gastric banding.
As both laparoscopic gastric banding and bypass have become routine at our institution and have been used as rescue therapy for failed gastric banding during two different periods, we critically evaluated the safety, feasibility, and effectiveness of both approaches.
PATIENTS AND METHODS
Between May 1995 and December 2002, 456 laparoscopic gastric banding procedures and 130 laparoscopic Roux-en-Y gastric bypass operations were performed at the University Hospital of Zurich, including 62 (10.5% of the total of 586 bariatric procedures) rescue procedures for failed gastric banding. The current study focuses on these 62 consecutive cases, including 30 laparoscopic rebanding and 32 laparoscopic gastric bypass procedures. Each patient was routinely thoroughly evaluated by a multidisciplinary team (nutritionist, gastroenterologist, endocrinologist, psychologist, and surgeon) using a standardized protocol.
Data for each patient were prospectively included in a database. We particularly paid attention to the motility of the esophagus, the size of the gastric pouch, and the type of band slippage. For example, esophageal manometry and contrast studies of the esophagus and stomach were routinely performed. The diagnosis of esophageal dysmotility was based on delayed clearance, regurgitation, dilatation, and pseudoachalasia in the video fluoroscopy studies.
Inclusion criteria and indication for reoperation were as follows: symptomatic band slippage with dysphagia, failed weight loss, and esophagus dysmotility irreversible to temporary band deflation.
In the first period of the study (from May 1997 until June 2000), we preferentially performed laparoscopic rebanding procedures as rescue operation after failed gastric banding when the band was initially successful. Due to growing experience with the laparoscopic gastric bypass, we progressively switched to this procedure after June 2000 as a salvage procedure after failed gastric banding. The rebanding procedure was then performed only in cases when the patient refused to undergo a Roux-en-Y gastric bypass, often due to its irreversibility. A motility disorder of the esophagus represented a contraindication for rebanding in the last period of the study.
Operative Technique
In a first step, 5 trocars were inserted and the plication of the stomach wall was released from the band entirely to restore the original anatomy. Then the silicon band was cut and removed.
Laparoscopic Gastric Rebanding
This surgical procedure was performed as published before. 24 After removal of the band, a calibration balloon was inserted through the mouth and esophagus. This balloon was filled up with 25 mL of isotonic saline solution to locate the ideal position for the new band creating a proximal gastric pouch of 15 to 20 mL. After dissection at the lesser curve and retrogastric tunneling, a new band (Bioenterics) was inserted and positioned around the proximal stomach. The band was fixed with 4 to 6 gastrogastric sutures to avoid gastric herniation through the band. The band reservoir was not filled until the fourth to sixth postoperative week.
In case of conversion to a laparoscopic gastric bypass, the stomach was transected after calibration of the new pouch of 25 mL. With experience, we performed the gastric transection above the scar tissue of the band system to avoid gastric pouch staple-line insufficiency. A proximal gastric bypass was created similar to the technique described by Wittgrove et al. 25 The jejunum was divided 50 cm distal to the duodenojejunal flexion. A stapled side-to-side jejunojejunostomy anastomosis was performed, with a Roux limb length of 150 cm. The Roux limb was positioned antecolic to perform the gastrojejunal anastomosis with a circular stapler (Tyco, CEA 25 mm). A drain was left in place until the gastrographin swallow has shown a sealed anastomosis.
In the postoperative course, all patients got a contrast study of the esophagus and stomach after 1 day in case of a rebanding and after 3 days in case of a bypass procedure. Food intake was started if there were no leakage and a correct passage of the gastrographin demonstrated. Patients were discharged as soon as sufficient oral fluid intake was possible.
Morbidity and mortality were reported for hospital stay and in the long-term follow-up to the analysis of the data (January 2003). Postoperative assessment was performed monthly during the first 3 months after surgery and every 3 months thereafter.
Statistical Analyses
Data were prospectively collected and stored in a database. Data were then analyzed with standard software (SPSS 8.0 for Windows). To compare continuous variables between the two groups, the Mann-Whitney U test was used. The results are expressed as means Ϯ SD, unless otherwise stated. Linear regression analysis was used to evaluate the correlation between outcome variables and surgical experience. For categorical variables the 2 test or, when appropriate, Fisher exact test was applied. A P value of Ͻ0.05 was considered to indicate statistical significance.
RESULTS

Were Both Populations of Patients Comparable?
The patient characteristics before the respective rescue procedures are summarized in Table 1 . Both groups were comparable regarding age and gender. While body weight and BMI were comparable before primary banding, they were slightly different prior to the rescue procedure. Patients who received a gastric bypass had also significantly more often esophageal dysmotility (47% vs. 7%). The interval between the primary banding and the rescue procedure was also significantly higher in the gastric bypass group (42 vs. 21 months). The mean follow-up was 26.5 Ϯ 20.3 months for the rebanding and 10.5 Ϯ 6.6 for the gastric bypass group.
Is Rescue Laparoscopic Surgery Feasible?
All procedures were performed laparoscopically with no need for conversion to open surgery ( Table 2 ). Mean operating time was 215 minutes for gastric bypass versus 173 minutes for rebanding procedures (P ϭ 0.03). Figure 1 indicates the learning curve with regards to the operation time for the gastric bypass procedure as a function of the period of the study. We observed a correlation between the duration of surgery and the surgical experience. For example, the first procedures exceeded 380 minutes while surgery could be routinely performed within 150 minutes in the last cases of the study period (correlation coefficient r 2 ϭ 0.29). Mean hospital stay was significantly higher in the gastric bypass group than in the rebanding group: 8.9 Ϯ 4.9 days (range 4 -24 days) versus 3.6 Ϯ 1.4 days (range 2-8 days), respectively. With growing experience the oral feeding was started earlier (within 3 days of surgery) resulting in shorter hospital stays. This change explains the correlation between the number of operations performed and the duration of hospital stay (correlation coefficient r 2 ϭ 0.13; Fig. 2 ).
Was the Complication Rate Associated With the Respective Rescue Procedures?
There was no mortality in this series ( Table 2 ). The complication rate was low with the need for only 5 reoperations in the entire series. In the rebanding group, a laparoscopic reoperation was necessary due to an obstruction of the esophagus caused by a transmural suture. In the gastric bypass group, we had 4 complications during the hospital stay: 2 wound infections, 1 insufficiency of the staple-line at the proximal stomach, and one intra-abdominal abscess. The latter 2 complications needed laparoscopic reoperations. Two patients in the gastric bypass group required open reoperation because of small bowel obstruction due to an internal hernia during followup.
Which Procedure Was Associated With the Better Control of Weight Loss?
While mean BMI in gastric bypass patients decreased constantly to 31.8 kg/m 2 , the mean BMI remained unchanged in the rebanding group (37.1 kg/m 2 ) ( Fig. 3) . Table 3 illustrates the effects of both procedures on the reduction of the 
DISCUSSION
In this single center study, we found that both conversion to a gastric bypass and rebanding to treat failed gastric banding are feasible and safe through a laparoscopic approach. However, conversion to a gastric bypass was more effective in controlling weight loss. These data support the concept that after failed gastric banding, the laparoscopic conversion to Roux-en-Y gastric bypass is a better rescue therapy than rebanding. The rebanding procedure should be limited to patients with sufficient weight reduction at the time of band failure, without esophageal dysmotility, and a good patient comfort with the device. This is a nonrandomized study divided in two distinct periods. Gastric rebanding was the only option available during the first part of the study, while we could additionally offer laparoscopic Roux-en-Y gastric bypass in the second period. Therefore, the mean follow-up in the rebanding group was significantly higher than in the gastric bypass group (26.5 vs. 10.5 months). There are a few shortcomings that need to FIGURE 1. The negative correlation between the number of operated cases and operative times for the gastric bypass procedure demonstrates the effect of the learning curve for this technically demanding rescue procedure.
FIGURE 2.
The correlation between the number of operated cases and the duration of hospital stay for the gastric bypass procedure shows the increasing safety and growing confidence with this operation. be considered in interpreting the data. As esophageal motility disorders strongly precluded a new band positioning in the entire study period, a band removal without replacement was the only option early in the study, while we could treat these patients with a Roux-en-Y gastric bypass in the later period.
Patients with removal of the band only were not included in the study. We have also still performed a few gastric rebanding procedures during the second period of the study, but only when the initially implanted banding system was efficient in controlling weight loss and when the patient refused Rouxen-Y gastric bypass because of its invasiveness and irreversibility. Therefore, both groups of patients are not strictly comparable. Regarding the difference in esophageal dysmotility, 8 patients underwent only a band removal in the first period due to the lack of adequate therapeutic alternatives. 26 -28 This consideration is important to eliminate the possibility of major selection bias. We also found differences regarding patient weights and BMI between the two groups at the time of the rescue procedure. While these results are statistically significant, the clinical relevance of this finding is question-able as the differences were small (BMI 38.4 Ϯ 6.9 kg/m 2 for the rebanding group and 42.0 Ϯ 6.7 kg/m 2 for the gastric bypass group).
Advocates of gastric banding claim that laparoscopic Roux-en-Y gastric bypass with opening and suturing the digestive tract is technically a more demanding and dangerous procedure than simple gastric banding. 29 This concern might even be more accurate in the setting of redo surgery. In our study, there was no mortality and a very low morbidity rate after laparoscopic conversion to Roux-en-Y gastric bypass. In this largest series of rescue therapy with Roux-en-Y gastric bypass reported in the literature, we noted no need to conversion to an open operation, while 4 of the 32 patients (12%) required a reoperation, of which two were done laparoscopically. The figure of reoperation appears to be similar to those reported for primary laparoscopic gastric bypass 30 and was similar to rates observed in the rebanding group in our series.
A possible explanation for the excellent safety results of Roux-en-Y gastric bypass, despite clear increased technical challenges in a reoperation situation, might rely on the lower BMI at the time of the rescue procedure (mean BMI 42 kg/m 2 ) than at primary surgery (mean BMI 47.8 kg/m 2 ). Livingston et al reported that weight is an important predictive factor for the risk of severe life-threatening complications following Roux-en-Y gastric bypass. 31 Furthermore, technically demanding laparoscopic procedures are associated with a long learning curve, including laparoscopic Rouxen-Y gastric bypass procedures. 32, 33 Therefore, the data of this study should be interpreted with caution and may apply only to centers with wide experience in bariatric and laparoscopic surgery. In our institution, we had experience with more than 500 bariatric procedures before initiating our laparoscopic Roux-en-Y gastric bypass program as rescue therapy for failed banding surgery.
The longer operation time and hospital stay are often quoted as a disadvantage of the gastric bypass procedure. This observation in primary surgery is also confirmed for the rescue procedures in our study, since operation time and hospital stay were significantly longer for the conversion to laparoscopic Roux-en-Y gastric bypass than for the rebanding procedure. However, both operation time and hospital stay after gastric bypass could be significantly reduced during the study period, demonstrating a learning curve and increasing confidence with the procedure.
The aim of the rescue procedure was not only to treat severe complications such as band slippage or esophageal dysmotility but also to achieve further weight reduction in patients with unsuccessful weight reduction after primary gastric banding. This is of paramount importance in patients with a BMI Ͼ 35 kg/m 2 before rescue procedure since obesity-associated comorbidities are still present in this range of BMI. This goal was reached in patients converted to a 
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Failed Laparoscopic Gastric Banding gastric bypass but not in patients receiving a rebanding. It is not surprising that patients with a insufficient weight loss treated with gastric banding could not reach further weight reduction with the same strategy. Based on this experience, laparoscopic rebanding cannot be recommended for patients awaiting further weight reduction after failed gastric banding. Our data support the idea that a failed restrictive procedure, such as gastric banding, should be replaced by another, not purely restrictive, procedure. This strategy is obvious in the presence of esophageal dysmotility as highlighted by the high rate of patients with esophageal dysmotility in the bypass group (47%) in this series. Additionally, laparoscopic Roux-en-Y gastric bypass offers the advantage of using different mechanisms to achieve weight loss. In contrast to the banding procedure, Roux-en-Y gastric bypass does not purely rely on the suppression of food intake and consecutive mechanical challenge of proximal anatomic structures as in the case of gastric banding. The laparoscopic conversion to a gastric bypass leads to a moderate restrictive procedure in combination with malabsorptive mechanisms and with suppression of gastrointestinal hormones, such as plasma ghrelin. 34
CONCLUSION
A large number of patients with laparoscopic gastric banding for morbid obesity will require surgical rescue procedures. We demonstrate that both laparoscopic conversion to a Roux-en-Y gastric bypass and laparoscopic rebandings are feasible and equally safe rescue procedures. However, conversion to gastric bypass offers a significant advantage regarding weight loss after surgery. Therefore, after a failed laparoscopic gastric banding, laparoscopic conversion to Roux-en-Y gastric bypass appears to be the rescue therapy of choice. Rebanding should be limited to patients with a sufficient weight loss before rescue procedure and in the absence of any signs of esophageal dysmotility. Discussion DR. F. HARDER: Many thanks for giving me the opportunity to comment on this well-presented paper. Considering the frequency at which bands, even with better design and improved technique, are still implanted and failing, you address a very important question. While it is true that some large recent studies show better results, one has to admit that their follow-up is short and redo surgery will be needed in large numbers. But which?
You have indicated yourself that the two groups are not strictly comparable due to the fact that laparoscopic Rouxen-Y gastric bypass as a rescue operation was offered only later than rebanding. The group with band rescue had lost 9.8 BMI points in 21 months, the bypass-group 5.8 points in 42 months. The post-rescue follow-up of both groups was identical, 12 months. During that time, the band groups lost 1.3 points from a BMI of 38.4. The bypass group lost 7.9 starting at a BMI of 42. The total time elapsed since the first bariatric operation was 54 months for the bypass group reaching BMI of 34.1 and only 42 months for the rebanding group to reach a BMI of 38.4.
Don't you think that in view of this imbalance between the groups, the post-rescue follow-up is rather short to allow definitive recommendations?
Another question you might comment on is the striking difference in esophageal dysmotility between the groups at the time of rescue surgery: 47% in the bypass group and 7% in the rebanding group.
Although this is not a randomized study, it is a very careful one and, compared with other similar comparisons, a large one that will allow to favor bypass surgery as a rescue procedures in the majority of cases.
As redo surgery in this field will most likely continue to be in high demand, it is to be expected that rebanding will continue to be practiced frequently for quite some time. To achieve such a low complication rate and a zero mortality as demonstrated by this group here, a perfectly trained and experienced team is a conditio sine qua non.
DR. M. WEBER: Professor Harder, thank you very much for your comments. I understand that you have two questions. The first question relates to the duration of the post-rescue follow-up and the second question to the difference in esophagus dysmotility between the two groups. To your first question, our 1 year post-rescue data already show an insufficient weight loss in the rebanding group. One cannot expect that this will improve over time. The weakness of short-term follow-up in bariatric surgery is mostly associated with pro-cedures with a good initial weight loss and a rebound after several years. So based on our data, we are currently recommending the conversion to laparoscopic bypass as the better therapy for failed gastric banding. However, there is a certain group of patients who refuse to have laparoscopic gastric bypass due to its irreversibility. For these patients, laparoscopic rebanding might still be an option under three conditions: first, no evidence for esophagus dysmotility; second, they should have achieved sufficient weight loss with a BMI below 35 before the rescue procedure; and third, they need to have a good quality of life with the primary laparoscopic banding without frequent vomiting. Another indication for rebanding would be a technical defect of the device, but this is very rarely the reason for band failure.
The answer to your second question is related to the evolution of bariatric surgery. From 1995 up to now, we are performing laparoscopic gastric banding, but we started only in the year 2000 with laparoscopic gastric bypass. Since gastric rebanding was a clear contraindication for the patient with esophagus dysmotility, we could offer nothing else to those patients than to open the band or to remove it. But once we introduced laparoscopic gastric bypass in the year 2000, many of the patients with an open band became candidates for conversion to laparoscopic gastric bypass. This explains why we have significantly more patients with esophagus dysmotility in the gastric bypass group than in the rebanding group. It also explains the longer period between primary banding and rescue as well as the higher BMI at the time of rescue in the gastric bypass group compared with the gastric rebanding group.
DR. M.W. BÜ CHLER: Dr. Weber, excellent surgical results, congratulations. I have three questions.
One is: if I calculate the complications in the bypass group together, then there are 14 complications in the bypass group and 2 complications in the rebanding group. If you compare, certainly because of the small numbers, there is no significant difference. However, if you add up short-and long-term morbidity, I would expect that there is a difference.
Next, I am surprised that you are dealing with 1-year results. As I interpret the literature in adipositas surgery, the 1-year results of any type of adipositas surgery are to consider as very early results. We know that after 3 years and after 5 years, patients regain their weight. One year results are, I think, much too early to decide whether this is the right or wrong procedure.
My third comment is: there is a saying that the worse the control group is, the better is your study. In your pending group there is no weight loss at all, so this is a very bad control group. In your bypass group you have 10 BMI points less after 1 year; therefore, this is a big difference. But the question is: why is your control group so bad compared with the literature? Failed Laparoscopic Gastric Banding DR. M. WEBER: Professor Büchler, thank you for your comments. Regarding your first question, I am not sure where you got these data. We have one early complication in the rebanding group and four in the gastric bypass group. In addition, we observed two late complications in the gastric bypass group, which makes a total of six complications in the gastric bypass and not 14.
Next you are suggesting that the follow-up is too short to draw conclusions. I agree that a longer follow-up is always better. However, the result of gastric rebanding are already fairly disappointing after 1 year, and I believe it noteworthy to communicate these results by now. In addition, our data are quite exclusive because there are not many centers that have a broad experience with both procedures since in the United States gastric bypass and in Europe gastric banding are the preferred bariatric operation.
I am a little puzzled about your third question regarding the bad control group. There is no control group in this study. The gastric rebanding is not a standard treatment of failed gastric banding. Therefore, we rather compared two different procedures to define which of them is the better approach to treat failed gastric banding.
DR. M.W. BÜ CHLER: My argument is: I have never seen in the literature a procedure that tried to reduce body weight and the result is zero. Therefore, I question what you have done in this rebanding group.
DR. M. WEBER: Your conclusion that the weight loss of the banding procedure is zero is incorrect. You have to keep in mind that in this group the BMI dropped from 48 to 38 between the primary banding and the rebanding. But based on our data, it seems that the potential for weight reduction through this purely restrictive banding procedure has reached the maximum at the point of band failure. In fact, this is the weakness of the rebanding: you are replacing a method through the same, already failed, method and, you should not be astonished to end up with bad results. DR. M. MORINO: I agree with your conclusion; we have more or less the same experience. Nevertheless, I do not agree completely on the safeness of performing a gastric bypass in a patient who has a complication from a lap band. I do not think this procedure can be performed safely in every case, especially when the band is penetrated into the stomach. In such a case, we prefer to perform a two-step procedure: in the first operation we simply remove the band and 2 months later we perform the laparoscopic gastric bypass. Can you comment on such an attitude? DR. M. WEBER: Thank you very much for your expert comment. A two-step procedure might be very wise in case of band penetration into the stomach. These are very difficult and serious problems. We had a patient referred to us with a band migration and we performed only a debanding because the band was not completely migrated into the stomach. Normally, when we have a patient with a band penetration, we wait until the band is totally migrated into the stomach. Then the gastroenterologist will cut and remove it and a gastric bypass procedure becomes possible.
